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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITYACT 
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STANDARDS FOR THE COVERAGE OF ORGAN TRANSPLANT SERVICES 

The following criteria will be used to evaluate specific organ transplant requests. 

9 I .  1 Patient Selection Criteria for Provision of Kidney Transplantation (KT). 

A.Transplantationofthekidney is a surgicaltreatmentwherebyadiseased kidney is replaced by 
ahealthyorgan.Pre-authorization is required. The following patientselection criteria shall 
applyfortheconsiderationofallapprovalsforcoverageandreimbursement for kidney 
transplantation. 

I .  	 Currentmedicaltherapyhasfailedandpatienthasfailedtorespondtoappropriate 
conservative management; 

7 

A. 

The patientdoesnothaveothersystemic disease including but notlimitedtothe 
following: 

a. renalreversibleconditions; 
b. extra-renal (malignancy, disease,major complications systemic cerebral 

cardio-arterial disease); 
C. activeinfection; 
d. malnutrition; orsevere 
e.pancytopenia. 

3 .  The patient is not in both an irreversibleterminalstateandonalifesupportsystem; 

4. 	 Adequatesupervisionwill be providedtoassuretherewill be strictadherence tothe 
medical regimen which is required; 

5 .  	 TheKT is likely toprolonglifeandrestorearangeofphysicalandsocialfunction 
suited to activities of daily living; 

6 .  	 Afacilitywithappropriateexpertisehasevaluatedthepatient,andhasindicated 
willingness to undertake the procedure; 

does have uncorrectable major congenital7 .  	 The patient not multiple severe system 
anomalies; 

8. 	 Failuretomeet (1) through (7) aboveshallresult in denialofpre-authorizationand 
coverage for the requested kidney transplant procedures. 
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5 1 .;? FacilitySelectionCriteriaforKidneyTransplantation (KT). 

A. 	 FormedicalfacilitytoqualifyasanapprovedVirginiaMedicaidproviderforperforming 
kidney transplants, the following conditions mustbe met: 

1 .  The has expertise in immunology, disease.facility available infectious pathology, 
pharmacology, and anesthesiology; 

2 .  	 TheKTprogramstaffhasextensive experienceandexpertise in themedicaland 
surgical treatment of renal disease; 

3. Transplant staff been KT at ansurgeons on the have trained in the technique 
institution with a well established KT program; 

has to4. The program servicesspecializedtransplantation adequateprovide 
psychosocial and social support for patients and families; 

5. Adequatebloodbanksupportservicesarepresentandavailable; 

6. Satisfactoryarrangementsexistfordonorprocurementservices; 

7. The institution is committedtoaprogramofatleast 25 KTsayear; 

8 .  	 Thecenterhasaconsistent.equitable,andpracticalprotocolforselectionofpatients 
(at a minimum,the DMAS Patient Selection Criteria must be met and adhered to); 

9. 	 Thecenterhasthecapacityandcommitmenttoconductasystematicevaluationof 
outcome and cost; 

10. 	 In additiontohospitaladministrationandmedicalstaffendorsement,hospitalstaff 
support also exists for such a program; 

1 1. Thehospital hasanactive,ongoingrenal dialysisservice; 

12. 	 The hospitalhas accesstostaff with extensiveskills in tissuetyping,immunological 
and immunosuppressive techniques; 
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13. 	 InitialapprovalasKTcenterrequiresperformanceof 25 KTs within the mostrecent 
12 months, with a one year survival rate of at least 90%. Centers that fail to meet this 
requirementduringthe first year will be givena one-yearconditionalapproval. 
Failure to meet the volume requirement following the conditional approvalwill result 
in loss of approval. 

92.1 PatientSelectionCriteriaforProvisionofCornealTransplantation(CT). 

A. 	 Transplantationof thecornea is asurgicaltreatment wherebyadiseasedcornea is replaced by 
ahealthy organ.Whilepre-authorization is notrequired,thefollowingpatientselection 
criteriashallapplyfortheconsiderationofallapprovalsforreimbursementforcornea 
transplantation. 

1 .  Currentmedicaltherapyhasfailedandwillnotpreventprogressivedisability; 

2. The patient is sufferingfromoneofthefollowingconditions: 

a. surgicalPost-cataract decompensation, 
b. Cornealdystrophy, 
C. Post-traumaticscarring, 
d. or,Keratoconus, 
e. BullousAphakia Keratopathy; 

3 .  	 Adequatesupervisionwill be providedtoassuretherewill be strictadherence by the 
patient to the long term medical regimen which is required: 

4. 	 TheCT is likely torestorearangeofphysicalandsocialfunctionsuitedtoactivities 
of daily living; 

5 .  The patient is not in bothanirreversibleterminalstateandonalifesupportsystem; 
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6. Thepatientdoesnothaveuntreatablecancer.bacterial,fungal, or viralinfection: 

7.Thepatientdoesnothave thefollowingeyeconditions: 

a.Trichiasis. 
and/orb. Abnormal lid brush function. 

C. Tear film deficiency, 
d. raised transocularpressure, 
e. inflammation,Intensive and 
f.neo-vascularization.Extensive 

92.2 FacilitySelectionCriteriaforCorneaTransplantation(CT). 

A.Formedicalfacilitytoqualify as anapprovedMedicaidproviderforperformingcornea 
transplants, the following conditions must be met: 

1 .  Thefacility has expertise in immunology, disease,available infectious pathology, 
pharmacology, and anesthesiology; 

2 .  	 TheCT programstaffhas extensiveexperienceandexpertise in themedicaland 
surgical treatment of eye disease; 

3 .  Transplant staff been technique at ansurgeons on the have trained in the CT 
institution with a well established CT program; 

transplantation has servicesprovide support4. 	 The program adequate to social for 
patients and families; 

5 .  Satisfactoryarrangementsexistfordonorprocurementservices: 

6. Theinstitution is committedtoaprogramofeyesurgery; 

7. 	 Thecenter hasaconsistent,equitable,andpracticalprotocolforselectionofpatients 
(at a minimum, the DMAS Patient Selection Criteria mustbe met and adhered to); 

8. 	 Thecenter hasthe capacityandcommitmenttoconductasystematicevaluationof 
outcome and cost; 
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9. 	 In additiontohospitaladministrationandmedicalstaffendorsement,hospitalstaff 
support also exists for such a program; 

10. 	 Initialapprovalas CT centerrequiresperformanceofcornealtransplantsurgery, with 
aoneyear graftsurvivalrateofatleast 75%. Centersthat failtomeetthis 
requirementduringthefirstyearwillbegivenaone-yearconditionalapproval. 
Failure to meet this requirement following the conditional approval will result in loss 
of approval. 

PatientSelectionCriteriaforProvisionofLiver,Heart.AllogeneicandAutologousBoneMarrow 
TransplantationAny Medically Transplantation Thatand Other Necessary Procedures Are 
Determined to Not be Experimental or Investigational 

A. General.Thefollowinggeneralconditionsshallapplytotheseservices: 

1 .  	 Coverageshallnot be provided forproceduresthatareprovidedonaninvestigational 
or experimental basis. 

2 .  	 Theremust be noeffectivealternativemedicalorsurgicaltherapiesavailablewith 
outcomes that are at least comparable. 

3,Thetransplantprocedure andapplicationoftheprocedure in treatmentofthespecific 
condition forwhich itis proposedhavebeen clearlydemonstratedtobemedically 
effective and not experimental or investigational. 

4. 	 Priorauthorization by theDepartmentofMedicalAssistanceServices(DMAS) is 
The authorization must the andrequired. prior request containinformation 

documentation as required by DMAS. 

B. 	 Thefollowing patientselectioncriteriashallapplyfortheconsiderationofauthorizationand 
coverage and reimbursement: 

1. The patientmust be under 2 1 years of age at time of surgery. 

2 .  	 The patientselectioncriteria of thetransplantcenterwherethesurgery is to be 
performedshall be used in determiningwhetherthepatient is appropriate for 
selection for the procedure. Transplant procedures will be pre-authorized only if the 
selectionofthepatientadheresto thetransplantcenter'spatientselectioncriteria, 
baseduponreviewby DMASofinformationsubmitted by thetransplantteamor 
center. 

Effective93-25 07-19-93ApprovalTNDate Date 
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a .  	 Therecipients medicalcondition shall be reviewedby the transplan team o r  
program according to the transplant facilitys patient selection criteria for that 
procedureandtherecipientshall be determined by the team t o  bean 
appropriate candidate. selectiontransplant Patient criteria used by the 
transplant shall necessarilycenter include. but  not be limited t o .  I I I C  
following: 

I .  Current patient hasmedical therap!, has failed the failed til  

respond to appropriate therapeutic management; 

3
-. Thepatient is not in an irreversibleterminalstate,and 

3 .  	 Thetransplant is likelytoprolong life andrestorearange of physical 
and social function suited to activitiesof daily living. 

$3.3.  	 FacilitySelectionCriteriafor l i ve r  Heart,AllogeneicandAutologousBoneMarrowTransplantation 
and AnyOtherMedicallyNecessaryTransplantationProceduresThatAre Determined to Notbe 
Experimental or Investigational (coverage for persons younger than 2 1 years). 

A.General.Thefollowing generalconditionsshallapply: 

1 .  	 Proceduresmay be performedout of state only when theauthorizedtransplantcannot 
be performed in theCommonwealthbecausetheservice is not available or, dueto 
capacity limitations, the transplant can not be performed in the necessary time period. 

3
- .  	 Criteriaapplicabletotransplantationservices and centers in the Commonwealth also 
apply to out-of-state transplant servicesand facilities. 

qualify coverage, facility meet, notB. 	 To for the must but necessarily be limited to, the 
following criteria: 

1 .  The program demonstrated andtransplant staff has expertise experience i n  the 
medical and surgical treatmentof the specific transplant procedure; 
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2. 	 The transplant surgeons have been trained in the specific transplant technique at an 
institution with a well established transplant program for the specific procedure; 

facilityexpertise in immunology, disease,3. 	 The has infectious pathology, 
pharmacology, and anesthesiology; 

4. 	 The facility has staff or access to staff with expertise in tissue typing, immunological 
and immunosuppressive techniques; 

5 .  Adequate blood bank support services are available; 

6 .  Adequate arrangements exist for donor procurement services; 

7. 	 Current fu l l  membership in the United Network for Organ Sharing, for the facilities 
where solid organ transplants are performed; 

8. 	 Membership in a recognized bone marrow accrediting or registry program for bone 
marrow transplantation programs; 

transplant satisfactory9. 	 The facility or center can demonstrate transplantation 
outcomes for the procedure being considered; 

10. Transplant volume at the facilityis consistent with maintaining quality services; 

1 1 .  	 The transplant center will provide adequate psychosocial and social support services 
for the transplant recipient and family; 
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12 VAC 30-50-570. High dose chemotherapy and bone marrow/stem cell transplantation coverage for 
persons over 3 1 \'ears of age).. 

A .  Patient selectioncriteria.The following generalconditions shall apply to these services 

1 .  	 Thismustbethe most effectivemedicaltherapy available yielding outcomes that are at 
least comparable to other therapies. 

3. 	 The transplantprocedure and application of the procedure in treatment of the specific 
condition for which it is proposed have been clearly demonstrated to be medicall). 
effective. 

3. 	 Prior authorization bythe Department of Medical AssistanceServices (DMAS) is 
required. The prior authorization request must contain the information and documentation 
as required by DMAS. The nearest approved and appropriate facilitywill be considered. 

The following patientselectioncriteriashallapplyfor the consideration of authorizationand 
coverage and reimbursement for individuals who have been diagnosed with lymphoma, breast 
cancer, or leukemia and have been determined by the treating health care provider to have a 
performance status sufficient to proceed withsuch high dose chemotherapy and bone 
marrow/stem cell transplant: 

1 .  	 The patientselectioncriteria of thetransplant center where the treatment is to be 
performed shall be used in determining whether the patient is appropriate for selection for 
the procedure. Transplant procedures will be preauthorized only if the selection of the 
patient adheres to the transplant center's patient selection criteria based upon review by 
DMAS of information submitted by the transplant team or center. 

2. 	 Therecipient's medicalcondition shall bereviewed by the transplantteam or program 
according to the transplant facility's patient selection criteria for thatprocedure and the 
recipient shall be determined by the team tobe an appropriate transplant candidate. 
Patient selection criteriaused by the transplant center shall include, but not necessarily be 
limited to, the following: 

a.The patient isnot in an irreversibleterminal state(as demonstrated in thefacility's 
patient selection criteria), and 

The transplant is likely to prolong life and restore a range of physical and 
social functions suited to activitiesof daily living. 

C. 	 Facility selection criteria for high dose chemotherapy and bone marrow/stem cell transplantation for 
individuals diagnosedwith lymphoma, breast cancer, or leukemia. 

Tn N O .  99-03 Approval datejul 1 4 rggg Date 07-0 1-99 
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conditions1 .  Thefollowing general shall apply: 

a. 	 Unless it is costeffectiveandmedicallyappropriate,proceduresmay be performedout of 
state only when the authorized transplant cannotbe performed in the commonwealth 
because the service is not available or, due to capacity limitations, the transplant cannot be 
performed in the necessary time period. 

b. 	 Criteriaapplicable to transplantationservicesandcenters in theCommonwealthalso apply 
to out-of-state transplant services and facilities. 

3 To qualifyfor coverage,thefacility must meet, butnot necessarily belimited to, the following
L.  

criteria: 

a. 	 The transplant program staff has demonstrated expertise and experience in the medical 
treatment of the specific transplant procedure; 

b. 	 The transplant physicians have been trained in the specific transplant technique at an 
institution with a well established transplant program for the specific procedure; 

c. The facility has expertise in immunology, infectious disease, pathology, pharmacology, and 
anesthesiology; 

The facility has staff or access to staffwith expertise in tissue typing immunological and 
immunosuppressive techniques; 

e. 	 Adequate blood bank support services are available; 

Adequate arrangements exist for donor procurement services; 

g. 	 Membership in a recognized bone marrow accrediting or registry program for bone marrow 
transplantation programs; 

h. 	 The transplant facility or center can demonstrate satisfactory transplantation outcomes for the 
procedure being considered; 
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